. Characteristics of patients with receiving GLM, according to the order of introduction Golimumab (GLM) RA-APS (n: 13) 1°-2°anti-TNF (n: 7) 3°-4°Anti-TNF (n: 6) p BMI, kg/m 2 : mean (SD) 28,72 (6,62) 28,93 (6,66) 0,95 Disease evolution (years): mean (SD) 10,1 (7,64) 11,53 (10) 0,78 DMARD, n (%) 7 (100) 4 (67) 0,13 Years on GLM: mean (SD) 2,27 (1,86) 2,5 (2,04) 0,84 anti-GLM Ab, U/L, n (%) 0 0 -DAS28-VSG, mean (SD) 1 Background: In axSpA, treatment decisions are mainly based on patient-reported symptoms: recommendations are to initiate TNFi in patients with active disease and with physician conviction that treatment is needed (ref) . However, the attribution of symptoms to inflammation is difficult to establish in axSpA.
Objectives: The objective of the present analysis was to explore the link between physician-attributed causality for symptoms and treatment response to TNFi. Methods: The PredictSpA study (ClinicalTrials.gov: NCT03039088) was a longitudinal observational multicenter study in France in 2015. Patients with physician-defined definite axSpA and starting a TNFi treatment were included, a TNFi was prescribed according to usual practice and efficacy was assessed at 12 weeks by BASDAI50 response. At baseline, symptoms levels including BASDAI and ASDAS were collected and the physician evaluated the causality of symptoms by answering the following 3 questions: how convinced are you that the symptoms of this patient are due to (A) inflammatory axSpA activity (B) to axSpA severity (eg syndesmophytes, kyphosis) and NOT to disease activity and (C) to other diseases and NOT axSpA. Each question was assessed 0-10 (not convinced at all to absolutely convinced). The link between a score ≥4/10 on each of the 3 questions and BASDAI50 response was assessed by univariate logistic regression. Patients interrupting the TNFi before 3 months were considered as non-responders and missing data were imputed using non-responder imputation.
Results: In all, 519 patients were included and 508 had data over 3 months: mean age 41.3 (SD 11.6) years, mean disease duration 6.1 (SD 8.4) years, 237 (46.7%) were women, 424 (83.5%) satisfied the ASAS criteria for axSpA of whom 379 (74.6%) were in the imaging arm and 45 (8.9%) in the clinical arm. Symptom levels were high: mean BASDAI was 5.7 (SD 1.8) and mean ASDAS-CRP was 3.3 (SD 0.9) with only 6 (1.2%) patients in inactive disease state according to ASDAS. The physician-attributed causality of symptoms was mostly related to inflammatory activity: mean scores for (A), (B) and (C) were respectively, 7.4 (SD 2.0), 2.3 (SD 2.5) and 2.1 (SD 2.2). When physicians attributed causality to non-axSpA (score (C) ≥4/10), BASDAI50 response was less frequent: 45/118 (38.4%) vs 213/390 (54.6%), odds ratio 0.5 [95% CI 0.3, 0.8].
Conclusions:
In axSpA patients starting a TNFi with high symptom levels, physician-attributed causality of symptoms was mainly related to inflammatory activity of the axSpA. When physician-attributed causality was more oriented towards non-axSpA causes, BASDAI50 response after 3 months of a TNFi was lower. This confirms the validity of the ASAS-EULAR recommendations for starting a TNFi which rest on a level of symptoms but associated to physician conviction of the indication. Background: Infliximab have proven to be effective in spondyloarthritis. Previous studies suggest that patients in clinical remission may benefit from dose reduction or pharmacological tapering without relapse. Objectives: To study the evolution of clinical activity and physical function in patients with spondyloarthritis, ankylosing spondylitis (AS) and psoriatic arthritis (PsA) under Infliximab (IFX) tapering strategy. Methods: This is a prospective single-centre observational study of patients diagnosed with AS and PsA treated with IFX (5 mg/kg/infusion) between January 1, 2012 and December 31, 2015. We included patients who achieved clinical remission or low activity index (expressed with BASDAI and BASFI) and decided to lower the dose of 5 to 4 mg/kg/infusion, maintaining the periodicity of the treatment in each patient. Demographic data (age, gender, time with IFX) daily activities, physical activity (BASDAI and BASFI) and laboratory data (ESR and CPR) were collected at the baseline visit prior to tapering, at the next infusion following dose reduction and the last infusion (between November 1st 2014 and December 31st, 2016). Results: We included 18 patients (16 men) on IFX treatment with EA (16) or axial APs (2). The medians of age and time of evolution were 50.79 years (41.8-55.1) and 9.5 years (7.2-11.5), respectively. Table 1 shows the clinical and laboratory data obtained at the baseline visit, the next infusion and the last infusion. Fourteen patients (87.9%) continued with the dose of 4 mg/kg/infusion and are maintained in clinical remission. Four patients returned to the dose of 5 mg/kg/infusion due to loss of efficacy at dose reduction, with a mean follow-up of 17.6 months (17.0-19.1). Clinical remission was again achieved in the 4 patients, although one of them changed biological therapy due to loss of efficacy of IFX after 3 infusions with 5 mg/kg/infusion. Conclusions: In our patients with spondyloarthritis dose reduction of IFX was well tolerated and safe, maintaining the clinical response measured by BASDAI and BASFI. In 3 out of 4 patients who worsened upon dose reduction, the 5 mg/kg/infusion dose recovered clinical remission. Background: The use of tumour necrosis factor alpha (TNF-α) inhibitorsor anti-TNFs -has considerably improved the treatment of spondyloarthritis (SpA). The first three of these available anti-TNFs (infliximab, adalimumab, and etanercept) are the most widely used in the treatment of SpA. Their efficacy and safety have been demonstrated in extensive randomised controlled trials (RCTs).Nevertheless, the randomized studies were of short duration and included a selected population that differed from patients treated in daily practice We assessed whether the baseline Bath Ankylosing Spondylitis Radiology (BASRI) hip index had effect on structural hip progression under TNFα blockers in SpA patients with hip disease. Methods: This was a multicentric longitudinal study including SpA patients (ASAS2009) with hip disease under TNF α blockers. Anteroposterior X-rays of the pelvis obtained at baseline were compared with X-rays obtained after 5 years [3-10] of continuous TNF α blockers treatment. Radiographic progression of the hip was evaluated by the Bath Ankylosing Spondylitis Radiology Hip Index (BASRI-h), scoring system (min 0 = no change, 1 = focal joint space narrowing, 2 = circumferential joint space narrowing >2 mm, 3 = circumferential joint space narrowing ≤2 mm or bone-on-bone apposition of <2 cm and max 4 = bone deformity or bone-on-bone apposition of ≥2 cm) and the hip joint space width (assessed by the average of measurements at three distinct sites between the acetabulum and femoral head) [1] . The median progression of the hip joint space was chosen as cut-off to define the structural evolution, it was 0.3mm. A good response of the hip was defined by a stabilization or a decrease of the hip joint space less than 0.3 mm (RH+).A poor response was defined by a decrease of the hip joint space >0.3mm (RH-). Results: 48 patients were included (81% male). The average age was 40.7±11years. The mean age at the onset of the disease was 25.8±10 years. Hip involvement was bilateral in 77% of cases. At baseline, the mean BASRI hip index was 2±0.8. The BASRI hip score was 1 in 26%, 2 in 51%, 3 in 18% and 4 in 5% of patients. The average of hip joint space width at baseline was 3.4±1.2mm. Infliximab was the most prescribed TNFα blocker (48%) followed by Etanercept (37.5%) and Adalimumab (14.5%).After 5years, the mean BASRI hip index remained stable 2±0.8, the BASRI hip score was 1 in 23%, 2 in 50%, 3 in 14% and 4 in 13% (p=ns). The variation of hip joint space width was-0.294 mm (p=ns). 29 patients were RH+. The BASRI hip index 2±0.8 and 2.1±0.9 in RH+ and RH-patients respectively with no statistically significant difference. Conclusions: According to our study the structural hip joint progression under TNFα blockers is not influenced by the baseline BASRI hip index. 
